noted. 4 p.m.: Anemia again intense. R.B.C.s, 1,500,000 per c.mm. Liver now down to iliac crest. Dullness over base of left lung. The abdomen was re-opened to exclude the possibility of a secondary hbemorrhage, but no blood was found. There was, however, a very small B. coli abscess behind the left lobe of the liver, containing less than a thimbleful of pus. The abdomen was drained, and another transfusion of 200 c.c. was given. The dull area at the base of the left lung was explored with a needle, and 30 c.c. of yellow serous fluid was withdrawn, which proved to be sterile. 23.9.30: Child weaker. R.B.C.s, 2,250,000 Per c.mm.; the film showed the presence of a few normoblasts. 2S4.9.30: Jaundice persisting. Death. At post-mortem examination there was no secondary heemorrhage. The liver was very big, and pale, and showed fatty degeneration. The left lung was partially collapsed, with some fibrinous exudate over the lower lobe. (The spleen removed at operation appeared to be perfectly normal).
Dr. FINDLAY said that if splenectomy had any virtue in diminishing the tendency to bleed, it should be performed at the earliest moment after the disease was recognized. If he believed the modern teaching on the subject then he would do exactly what Dr. Paterson did, i.e., operate early. Dr. Tidy said it would be necessary to wait two years before expressing an opinion on the wisdom or otherwise of operation, but it might be necessary to wait ten years. He (the speaker) had had a case in a child with severe purpura (platelets 40,000). Splenectomy was advised, but the parents would not permit it. The patient apparently recovered, but six years later she returned, having as severe an attack as tire previous one.
The spleen was removed, and the bleeding, which had ceased the night before operation, began again immediately afterwards, and the platelets steadily fell. Was the explanation that in acute cases the patients died, and that splenectomy did no harm in the chronic cases in which the patients would have lived in any event ?
Coarctation of the Aorta.-WILFRID SHELDON, M.D.
Patient, a girl, aged 2 years and 2 months, was brought to the Hospital for Sick Children, Great Ormond Street, on account of poor appetite and failure to gain weight. No history of attacks of breathlessness or cyanosis. The mother was unaware that the heart was in any way abnormal.
Condition on examination.-The child is puny and under weight (weight 23 lb.).. She is not cyanosed, nor are her fingers clubbed. Apart from the cardiovascular system, no abnormal physical signs have been discovered. The heart is not enlarged, but there is a systolic bruit audible over the pracordial area, reaching its maximum intensity just under the left clavicle and conducted thence up along the vessels of the neck, along the subelavian vessels, and posteriorly down the line of the descending aorta to the lower thoracic vertebrae. The murmur is not accompanied by a thrill. Pulsation of the carotid arteries in the neck is obvious, and an unusual degree of arterial pulsation can be seen in the episternal notch, while the radial pulse can be easily felt. No pulsation can be felt in the abdominal aorta, or in the femoral, popliteal, or dorsalis pedis arteries. The blood-pressure in the right arm is 120 systolic, 90 diastolic. In the right leg the systolic pressure is ? 100; the diastolic pressure could not be determined. No evidence of a collateral circulation-such as pulsation of the posterior scapular, long thoracic, or epigastric arteries, can be made *out. A skiagram of the chest confirms the normal size of the heart.
(This patient is under the care of Dr. Bernard Schlesinger, and I am indebted to him for permission to show her).
The fact that the heart is not enlarged and that there is no collateral circulation might be taken to signify that the constriction of the aorta is of only mild degree. But according to Dr. Abbott, who wrote an article on the subject in " Modern Medicine," neither the size of the heart nor collateral circulation affords any evidence *of the degree of constriction of the aorta.
[Dr. FINDLAY: I suppose this is the earliest age at which this has been -recognized clinically ?]
As far as I am aware, this is the youngest case on record of the " adult " type of .aortic coarctation. The " infantile " type, in which there is a gradual narrowing of the aorta over a considerable length, is generally fatal shortly after birth.
Hereditary and Familial Oxycephaly.--WILFRID SHELDON, M.D.
Mrs. E. H. and her three children have been under observation in the Children's Department of King's College Hospital for several years. Mrs. H. is very definite about being able to trace back her facial appearance to her father, now dead, whom she closely resembled. Her three children, Ivy, Stanley, and James, bear a striking -resemblance to each other and to their mother.
Mrs. H., aged 42 years, has eyes set far apart, the outer canthus being lower than the inner. Her forehead is unusually high, and from the occipital protuberance the skull rises in an even incline to the apex of the forehead. The X-ray appearance of the skull confirms the oxycephalic shape, and shows to a mild extent in the frontal ,bones the mottling so characteristic of this condition (fig. 1 ).
Ivy, aged 14 years, the first representative of the next generation, shows to a more marked extent the wide separation of the eyes. The skull has the same shape as her mother's and the X-ray picture again shows the mottling of the membrane bones (fig. 2) .
Stanley, aged 11 years, shows the condition more advanced than the others. His eyes are wide apart, and there is lateral bulging of the temporal bones just above and in front of the ears. The forehead rises upwards and slightly forwards, so as to overhang the face to a slight extent. The mottling of the skull bones is very well hown ( fig. 3) . James, aged 7 years, has less temporal bulging than his brother, but the overhanging of the forehead is more evident. The apex of his skull is not thrust quite so far forward as in the other members; mottling is seen in the frontal and parietal bones (fig. 4) .
The mental development of the mother and her children has not been impaired by the skull deformity. No other children-no miscarriages;
